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K076 NFPA 101 LIFE SAFETY CODE STANDARD : K 076f 1. The unsecured oxygen cylinder has ,
85=D ! - been removed from the bathroom of |
Medical gas storage and administration areas are : . room 401. i
protected in accordance with NFPA 99, ' j ;
Standards for Health Care Facilities. 2. All oxygen cylinders have beem
. checked to assure they are being stored in i
(a) Oxygen storage locations of greater than f an area enclosed by a ome hour !
3,000 cu.ft. are enclosed by a one-hour , ~ separation.
separation. ' !
? . | 3. An inservice will be held with all staff |
E (b) Locations for Supp|y Systems of grealel' than ' to assure the proper storage of oxygen is
- 3,000 cu.ft. are vented to the outside. NFPA 99 followed.
14.3.1.1.2, 18.3.24 :
' 4. The Director of Maintenance or his
: i designee will check the oxXygen storage
; i on a daily basis for two weeks and
:  weekly thereafter to assure proper
f . ] i storage.
This STANDARD is not met as evidenced by: i :
Based on observation, it was determined the : ' A report will be piven to the Quality
facility failed to store oxygen cylinders in : . Assufance Committie. 10/14/12
accordance with NFPA 99, i :

The finding included:

: Observation on 8/27/12 at 9:41 AM revealed
" unsecured oxygen cylinders in the bathroom of
-room 401 (physical therapy station).

This finding was acknowledged by the facility
administrator and the maintenance director
, during the exit conference on 8/27/12. ;
K 130 . NFPA 101 MISCELLANEQUS | K130/
§8=D !
. OTHER LSC DEFICIENCY NOT ON 2786

LABORATO%‘ECy OR PWLIER REPREGENTATIVE'S SIGNATURE TITLE {x6) DATE
[ 7 Mt A

F)
Any deﬁci@ncy statemqﬁt enéing vt?/an asterisk (") denotes a deficiency which the institution may be excused frorm correcting providing it i_s determined that
other safeguards provide sufficientprotection to the patients. (See instructions.) Except for nursing homes, the findings stated above are dlsclogeble 9¢ days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are dssc!csgble 14
days following the date these doecuments are made available to the facility. If deficiencies are cited, an approved ptan of correction is requisite to continved

program participation. S[P 19 ’201?
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K130 Continued From page 1 L K 130! i
| E

i 1. The Fire Door by the Director of
|

This STANDARD is not met as evidenced by: Nursing’s office closes within frame.

' Based on observation, it was determined the

facility failed to comply with the life safety code. |

f ' 2. All Fire Doors have been checked and .
The finding included: close within frame. i
3. The Fire Door was repaired so itnow |

- Observation on 8/27/12 at 11:38 AM revealed the closes within frame.

 fire door by the Director of Nursing office did not
 close within frame. ‘

4. The Director of Maintenance or his

. ; i designee will check ali fire doors daily
This finding was acknowledged by the facility , . . they are

administrator and the maintenance director ; and .d"m.%hlﬁr;_dnlls to assure TIeY

. during the exit conference on 8/2712. . closing within frame.

K 147 _NFPA 101 LIFE SAFETY CODE STANDARD ,= K 147:
88=D" : '
. Electrical wiring and equipment is in accordance |
. with NFPA 70, National Electrical Code. 9.1.2 |

L
t

A report will be given to the Quality ' 10/14/12
i Assurance Committee. :

- This STANDARD is not met as evidenced by: | ;
: Based on observations, it was determined the | 1. No equipment is being stored in front
- facility failed to properly maintain electrical wiring of the electrical panel in the physical
: and equipment. therapy department.

No extension cord is being used in the

' The findings included:
' information office,

1. Observation on 8/27/12 at 9:39 AM revealed ‘;
. storage or equipment in front of the electrical | Y

All electri 1s have been
: panels in the physical therapy room. clectrical panels

checked to assure there is no storage or
equipment in front of the panel.

' 2. Observation on 8/27/12 at 10:04 AM revealed

_extension cords in use in conjuction with a splitter ;

L . . X i All offices and other areas have been
. and a power-strip in the information offlce._ ! ! checked to assure there are no extension 10/14/12

- e : cords in use,
' These findings were acknowledged by the facifity ’
; administrator and maintenance director during i
| the exit conference on 8/27/12. i
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| 3. An inservice will held with all staff to
| © emphasize the importance of not storing -
any items in front of elecirical panels and
not using extension cords. i

The electrical panel in the physical
therapy department has been marked off
with a sign to keep area clean of items.

4. The Director of Maintenance or his
designee will monitor all electrical panels
! to assure there is nothing stored in front
! of the panel and there is no use of
i extension cords.

A report will be given to the Quality 10/14/12
Assurance Committee.

|
J
f
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